were examined at all gestational period and for four months in postpartum. These data are at somewhat higher counts than those already reported by Eastoman5 on the same subject in 1969. But, when comparing these two different data, we have to bear in mind that the body weights change by the race, the environments they live in, different age groups even in the same race and the maternal physique at the time and age they live in.
(1) In pregnancy
The maternal body weight from 10 through 12 weeks of gestation generally does not differ from that of pre-gestational period. Fig. 2 shows the average weight reduction of approximately 200 g among the 2,000 cases up to 8 weeks of 
In Postpartum As just mentioned above, the body weight reduction of 5.8 kg occurs at deli very. Additionally, 3.5 kg are being lost in the first month of postpartum. This is believed to be caused by the continuing lochia after delivery of fetus and also of fetus-related objects, less in-take of calories than when in pregnancy, breast feeding and a higher consumption of calories due to infant nursing.
our study revealed that 69.6% of total cases returned to •} L kg range of their pre-gestational body weight level in four months in postpartum.
At the same time, 6.2% showed the weight gain tendency compared with the maternal body weight immediately after delivery, and 18.4% showed at least more than 2 kg weight gain compared with the pre-gestational body weight. How ever, 5.8% showed more than 2 kg weight losses compared with the pre-gestational body weight. especially that of obesity in postpartum. These also help us to detect the possible secondary sterility due to anovulation.
Feto-Maternal Weight Correlation
Fig . 5 shows the feto-maternal weight correlation in 500 normal deliveries.
In the group with maternal weight gains between 5 to 12 kg, the fetal weight increases in correlation with the maternal weight increase (r=0.59). In the group with maternal weight gains of over 12 to 16 kg, no alteration was observed in the feto-maternal weight correlation.
In the group with maternal weight gains of 17 kg or over, there were both fetal weight gains and losses, and no correlation existed in them. In other words, in the cases with maternal weight gains of over 12 kg, the feto-maternal weight correlation was showing r=0.31 (n=500), thus a very low correlation coefficient. As a barometer in body weight alteration in pregnancy, we observed lipids movements.
At each gestational period and in postpartum, we measured the cholesterol, phospholipid, and triglyceroide levels in the serum taken each time from pregnant women when their stomachs are empty. What correlates most with maternal weight alteration among these lipids levels is the cholesterol level.
Therefore, when a high cholesterol level was observed in pregnancy, a proper diet care should be adapted to prevent the possible obesity in postpartum (Fig. 6, 7, 8 & 9) . And all of maternal lipids levels also correlated with the lipids levels in the rum of umbilical cord.
Obesity and Anovulation
In regard to the influence on the urinary excretion of estrogens, the steroids which may be closely related to the obesity,7 the reduction therapy brought about the significant increase in estrogen levels in 8 of 10 cases with the first grade amenorrhea, while the level remained unchanged after the treatment in all of the amenorrhea with the second grade.
The following is a case of an obese anovulator who responded with spontane ous ovulation by the weight reduction therapy. In this case, the obesity with anovulatory amenorrhea occurred for two years after delivery. According to the weight reduction, the urinary excretion of estrogen level increased, and the serum cholesterol decreased, while the state of the Smear Index and cervical mucus show the estrogen surge to the target organs (Fig. 10 ). 
